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Abstract 
Ulrich Beck's argument about risk society emphasises, among other things, the pervasiveness 
of risk. As a feature of the human condition in the contemporary, globalised, world that 
distinguishes the present from the past, risk is widespread across society and affects all social 
strata. While Beck has gestured towards the irregular distribution of contemporary risks, 
nonetheless he has suggested that traditional structural entities – class and wealth – no longer 
provide the key interpretive frameworks for the calculation of susceptibility. In short, the 
tentacles of risk are long and almost no one is out of reach. Yet, while the risk society thesis 
has generated a large theoretical literature, there is very little in the way of research that 
marries theorising to original data collection. This paper represents an attempt to address this 
gap by using empirical data to investigate whether risk is more textured than Beck's account 
suggests. Focusing on health as a domain of risk, the paper uses data from a national sample 
survey of the Australian electorate to investigate the extent to which social divisions structure 
perceptions of risk within the general population. The findings suggest that various aspects of 
social stratification, such as income, occupation and education, do indeed play a role in 
shaping perceptions of risk. 
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Introduction 
The concepts of ‘risk’ and ‘risk society’ have become well-known in the social and political 
sciences, most notably through the work of Ulrich Beck (e.g. 1992, 2002a, 2006), and 
commentators on and critics of Beck (the literature is vast, but a sample includes: Adam et al. 
2000; Clarke 2006; Elliott 2002; Giddens 1990; Luhmann 2005). For Beck, modern society 
has passed from one in which people were concerned about wealth and income disparities to 
one in which they fret over environmental and social hazards, a shift which can be mainly 
traced back to industrial overproduction in globalised polities. This new emphasis on risk has 
had an impact on all strata of society, since no amount of wealth or status can protect one 
from, for example, Chernobyl: risk is both ‘democratic’ and equalising (Beck 1992: 36). 
Beck portrays our society as increasingly organised around risk, and the management of risk 
has become part of the contemporary psyche as we begin to understand ourselves as living in 
times of unpredictability and uncertainty. To a great extent (although he is occasionally 
ambivalent about this point), class and status take a back seat to risk position: ‘[w]hereas in 
class and stratification positions being determines consciousness, in risk positions 
consciousness determines being’ (Beck 1992: 55). Class and status, then, no longer play the 
dominant role ascribed to them in classical Marxist/Weberian political sociology, but 
knowledge – that is, knowledge about risk – instead becomes a key factor in quality of life. 
Nevertheless, we should note that, to the extent that knowledge is a by-product of 
class/status, Beck admits that the classical categories of class and status may still have an 
influence on risk positions. 
Beck suggests the self becomes a ‘do-it-yourself project’ that touches a broad 
spectrum of choices, including ‘education, profession, job, place of residence, spouse, [and] 
number of children’ (1992: 130, 135). In the scholarly literature there is a clear link between 
theorisations of risk and theorisations of the increasing individualisation of society (and this 
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is especially evident in Giddens’s work, as well as in Baker and Simon (2001). There has 
been the occasional empirical critique of these theoretical concepts (e.g. Lupton 2004; Lupton 
and Tulloch 2001, 2003), but mostly focused on environmental risk. There have also been 
some attempts to chart the public understanding of risk in relation to the risks of science (e.g. 
Irwin and Michael 2003, Wynne and Szerszynski 1996), but these critiques have concentrated 
on risk as posed by institutions. Some work has looked at health risks (for an overview, see 
Seale 2003), but with little attention to lay understandings. 
 The Beckian literature essentially argues that a new moral paradigm has been 
invented: citizens must now preserve their way of life through engaging with and managing 
(individualised) risk, and this new set of concerns erases more traditional communal 
moralities. The Foucaultian literature in effect argues that, under the impress of neo-
liberalism, individual calculation and responsibility become paramount. A large number of 
studies have emerged focusing on the so-called ‘responsibilisation’ (Rose 1999: 154-60) or 
‘new prudentialism’ (O’Malley 1992: 261) of the modern citizen. Ewald (1986; 2001) has 
developed the Foucaultian perspective to argue for an evolutionary path from danger to risk 
to precaution, but his evidence is sketchy. Cosgrave’s (2006) collection exemplifies the trend 
to bring together the Beckian concern with risk and the Foucaultian concern with 
responsibilisation. All this amounts to the contention that processes of individualisation have 
been stepped up under the pressure of managing and calculating risk, and the individual 
becomes much more future oriented. Giddens, for example, sees the permeation of a 
generalised doubt throughout society as the cause of an existential attitude which looks to the 
future rather than the past (1990: 3); self-identity becomes a matter of the negotiation of this 
future, and lifestyle choices accordingly are invented and reflexively altered, rather than 
handed down and adopted. Giddens suggests that one likely and common outcome of this 
process is narcissism: the individual, somewhat overwhelmed by risk, shuts out the outside 
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world, retreating to a realm of psychic and bodily self-improvement, and to the sorts of social 
arrangements (e.g. gated communities) which eliminate as much as possible regular and 
sustained interactions with the other (1990: 171). 
 Both Beck and Giddens point to an important corollary of increasing individualisation 
and the new emphasis on knowledge: knowledge, and especially the knowledge of experts, 
becomes contested (the recent anti-vaccine movements, controversies over global warming, 
or the rise of anti-evolutionist discourses are good examples of this tendency). The legitimacy 
of science is increasingly called into question, not least because science is seen as no longer 
providing unequivocally good outcomes; humans are increasingly aware, it is suggested, that 
the risks they fear are results of a techno-scientifically enabled industrial system. This trend 
has been noted for some time, most presciently in Douglas and Wildavsky (1982: 10): ‘What 
are Americans afraid of? Nothing much except the food they eat, the water they drink, the air 
they breathe, the land they live on, and the energy they use. In the amazingly short space of 
fifteen to twenty years, confidence about the physical world has turned to doubt. Once the 
source of safety, science and technology has become the source of risk’. 
 
The Domain of Study: Health Insurance 
Under the impress of neo-liberal political and economic policies, citizens are increasingly 
being encouraged to take responsibility for calculating the health risks in their own lives, and 
to implement a method to deal with those risks. An example may make this clearer. In classic 
Keynesian-style welfare states, an individual did not have to think too hard about health and 
illness: hospitals and medical services were provided as part of a welfare state ‘contract’, 
which meant that one could expect (free) treatment for whatever ailments came along. As 
these sorts of arrangements have been stripped away, citizens are now encouraged to take out 
private health insurance. This private insurance requires individuals to buy in and out of 
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certain health categories, and thus to calculate the sorts of risks that need to be dealt with and 
those which do not. Individuals can now buy different insurance depending on whether they 
intend to have children, whether they think they are at risk of certain ailments, and so forth, 
all of which leads to further interrogations of risky behaviour (Can I stop smoking? Can I 
afford to risk not having optical insurance? Will minor dental cover be enough? Will I ever 
need therapeutic massage? Can I trust that my private health fund will stay solvent? Can I 
trust government regulators of the healthcare industry?). 
 These are important shifts in the relationship between government and society. To a 
certain extent, government relies on individuals to take responsibility for themselves, but of 
course it also uses fiscal policy to provide incentives for responsible behaviour (and 
disincentives for irresponsible behaviour). In Australia, the Medicare levy provides a good 
example; individuals who do not hold private health insurance face an additional tax burden. 
Such strategies also work at a commercial level; for example, proposals for supermarkets to 
start charging customers for plastic shopping bags is an attempt to ‘responsibilise’ customers, 
and make them behave differently in relation to environmental risks. This ‘user-pays’ or 
fiscal (dis)incentive approach is grounded in the economic theory of thinkers like Gary S. 
Becker (see, for example, Becker 1976). However, Becker’s approach is explicitly based on a 
behaviourist understanding of human action; for Becker, human choice is easily manipulable 
by external stimuli. More recent neo-liberal policies tend to understand the rationally 
calculating citizen through the lens of a type of psychological cognitivism, rather than 
through behaviourism. However, this grounding is far from explicit, and it is unclear to what 
extent governments and commercial entities expect the public to be rational and calculating, 
rather than understanding the public as simply reacting robotically to the threat of increased 
cost. 
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Research Questions 
Our first research question concerns the global nature of risk. How much are individuals 
focused on risk as phenomenon that distinguishes contemporary society in the wake of 
globalisation? One of the key causal factors in the risk society thesis is globalisation. In 
Beck’s work, for example, the notion of risk society is regularly conflated with the spread of 
global science and the breakdown of the nation-state as a meaningful unit for the analysis or 
containment of risk. Beck’s (2006) notion of second modernity captures this idea of a 
movement from a less risky, nation-state based international system, to one of global risk. 
Elsewhere, Beck’s work on cosmopolitanism continues this motif of globalisation as the 
driving form of social change – here, cosmopolitanism is seen as inescapable given the 
pressures of globalisation to juxtapose humans in new ways (Beck 2002b; 2006).  
Our second question concerns the issue of self-management and responsibility for 
ameliorating risks. To what extent do individuals understand themselves as needing to make 
their own calculations and be responsible for their own health? In examining this question, 
we also focus on two additional questions: the extent to which this type of responsibility is 
increasing, and the extent to which responsibility has shifted away from experts and onto the 
shoulders of individuals themselves. This question targets three key themes in the risk 
literature: the idea that risk is a matter of concern, the idea that risk has become increasingly 
salient, and the idea that scientific expertise is suspect, and individuals are able to make their 
own decisions about vulnerability to risk. 
 Our third research question, or set of questions, focuses directly on the social 
foundations of perceptions of health risk and addresses the debate in the literature about 
whether increasing individualisation and responsibilisation have altered the impact of social 
structure. What are the social foundations of health risk orientations? Do traditional social 
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entities, such as class and status, structure health risk perceptions? Is education a better 
predictor of such perceptions? 
 
Data and Descriptive Results 
We subject these questions to empirical testing using data obtained from the 2007 Australian 
Election Study (AES). The AES is a nationally representative sample survey of political 
attitudes and behaviour conducted after each Australian federal election. The survey is 
conducted by mail, using a systematic random sample of the Australian electorate drawn by 
the Australian Electoral Commission. The response rate is bolstered by follow-up mailings 
sent to non-respondents over several weeks and in the 2007 survey the final response rate was 
just over 40 per cent, yielding a sample size of 1873. Further details can be found in Bean, 
McAllister and Gow (2008).  
The 2007 AES contained a set of six items exploring perceptions of health risk within 
the sample. The questions were based on a Likert scale format and read: ‘Thinking about 
health care, how much do you agree or disagree with each of the following statements? I feel 
overwhelmed by the precautions I need to take in order to deal with the health risks that are 
around today; We can trust medical specialists to make the right decisions about health care 
on our behalf; Globalisation has increased the number of different health risks that we face 
nowadays; These days it is necessary for ordinary people to keep up with scientific advances 
in medicine in order to manage their own health care; People are more anxious about health 
risks now than they used to be; I would always try to find out as much as possible before 
undergoing any medical procedures’. Five response categories were presented: strongly 
agree, agree, neither agree nor disagree, disagree, strongly disagree. 
The raw responses to these questions are set out in Table 1. The data relate to the 
themes of our first two research questions, the first focusing on the global nature of risks in 
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today’s society which distinguish the contemporary world from the past and the second 
referring to the need for self-management of risk. The first, third and fifth items in Table 1 
focus more on the former and items two, four and six focus more on the latter. With the 
exception of item two, responses that show agreement with the statements represent a risk-
oriented disposition. The first thing that becomes clear from an examination of Table 1 is that 
in most cases the balance of opinion is substantially skewed towards concern about risk. 
While some of the items produce significant proportions taking a neutral stance, few 
respondents opt for a position that minimizes concern with risk. Thus, even the first, very 
strongly worded, statement produces 36 per cent agreeing or strongly agreeing that they feel 
overwhelmed by the precautions they need to take in order to deal with health risks that are 
around today, compared with 26 per cent saying they disagree or disagree strongly. The third 
item, about globalisation increasing the number of health risks nowadays, results in 67 per 
cent of respondents in total agreeing with the proposition and only 7 per cent disagreeing. An 
even 50 per cent agree that ordinary people need to keep up with scientific advances in 
medicine so as to manage their own health care, while 15 per cent disagree. Fully 74 per cent 
agree that people are more anxious about health risks now than they used to be, compared to 
as few as 6 per cent disagreeing and an even greater number (86 per cent) say they would 
always try to find out as much as possible before undergoing any medical procedures, while a 
mere 2 per cent say they would not bother.  
Table 1 about here 
Only the second item in the table, suggesting that we can trust medical specialists to 
make the right decisions about health care on our behalf, produces a distribution that appears 
to run counter to the other items, with 46 per cent agreeing or strongly agreeing we can trust 
medical specialists and only 23 per cent disagreeing with the proposition, while 30 per cent 
neither agree nor disagree. However, since further analysis shows that this item is more or 
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less uncorrelated with the other five measures, the implication of this distribution is probably 
less a reversal of the other results and more an indication that the question is tapping a 
different concept altogether. It seems likely that this question focuses respondent attention 
more on trust than on risk. Thus we are left with a set of five items that show a strong 
orientation towards concern with risk in the domain of health. 
 
Social Structure and Risk Perceptions 
Since the main object of this analysis is to explore the social foundations of perceptions of 
health risk, the next task is to identify appropriate dependent variables. As indicated above, 
the item on trusting medical specialists is no more than marginally related to any of the other 
items (Pearson correlations range from .04 to .08 and in several cases the sign shows such 
association as there is to be negative). Principal components analysis of the other five items 
produces a single factor. Extensive analysis of the component items and the resulting scale, 
however, show that it is not a strong factor and indeed the most distinctive results are 
produced when we take two particular items separately, each of which focuses on one of the 
aforementioned risk themes. We thus use the item ‘I feel overwhelmed by the precautions I 
need to take in order to deal with the health risks that are around today’ to represent the 
theme of the distinctive nature of risk in contemporary society and the item ‘these days it is 
necessary for ordinary people to keep up with scientific advances in medicine in order to 
manage their own health care’ to represent the theme of the need for self-management of risk. 
For shorthand convenience we label these items contemporary health risks and health care 
self-management. 
Having rescaled these two variables to run from a low of zero (least risk-focused) to a 
high of one (most risk-focused), each is then regressed on a set of social structural indicators 
commonly used in Australia to predict political and social attitudes and behaviour (see, for 
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example, Woodward, Skrbis and Bean 2008; McAllister 1992; 2011). The method used is 
ordinary least squares regression, with pairwise deletion of missing data. For ease of 
interpretation, the majority of the independent variables – as well as the dependent variables 
– are scored zero-one. All of these are dummy variables, except church attendance, which is a 
six-point scale. This means that the unstandardised partial regression coefficients (the bs) can 
be interpreted as proportionate effects. Two variables with natural metrics are scored 
differently – age in years and income in tens of thousands of dollars. 
Table 2 presents the results for perceptions of contemporary health risk and health 
care self-management respectively. The primary focus of the analysis is on the argument of 
Beck (1992) that orientations towards risk in the modern world may be less structured by 
class and status and more by education and knowledge. Taking contemporary health risks 
first, the results suggest that it may be less a case of either-or and more a case of some of 
each. The standardised regression coefficients (betas) for the class and status indicators, 
occupation and income, show that these have relatively strong effects – indeed the strongest 
in the model. As income rises risk orientation declines. The beta of -.16 is significant at the 
.001 level. The relationship for those in professional occupations is equally strong: 
professionals are significantly less risk-oriented than the occupational reference category of 
unskilled, semi-skilled, technical and trades occupations (beta = -.16, p < .001). The other 
occupational groups of clerical, sales and service and, to a lesser extent, those in managerial 
positions, are also less focused on contemporary health risks than those in manual and 
technical occupations. There is no support in these results for an argument that wealth, status 
and class are irrelevant to risk society.  
Table 2 about here 
However the results show that knowledge, as measured by the holding of a university 
degree, also plays an important role in the structuring of contemporary health risk 
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perceptions. Members of the community who have completed a university qualification are 
significantly less likely to be risk-focused than people without a university education (beta = 
-.10, p < .01). Thus, the initial picture presented by this analysis is of a more textured reality 
than any simple argument about knowledge replacing status and class in the risk society 
might lead us to anticipate.  
Certain other findings in the equation also add complexity and interest to the 
explanation of risk. For example, religious denomination has an impact on risk perceptions. 
Compared to the reference category of Protestant denominations, Roman Catholics are 
significantly more risk-oriented and those professing no religious adherence are significantly 
less risk-oriented. Furthermore, ethnicity shows a fascinating relationship with contemporary 
health risk perceptions. Respondents who were born outside of Australia in non-English 
speaking countries are more risk-focused than either the Australian-born or those born in 
other English-speaking nations (beta = .11, p < .001). The members of this group are 
predominantly from countries of Western, Eastern and Southern Europe, as well as from Asia 
and the intriguing question is whether it is the experiences of these respondents before or 
after emigrating that has produced this tendency to be more risk-oriented. In other words, did 
life in their home cultures make the world seem a riskier place, or has the experience of being 
a new-comer in a foreign culture made life more difficult to negotiate and thus the notion of 
risk looms larger? 
Turning to the second theme, self-management of health care, the first thing to note is 
that the R-squared figures at the bottom of the table show that the combined set of social 
structural variables in the model explains considerably less of the overall variation in risk 
perceptions than for the contemporary health risks analysis (4 per cent versus 13 per cent). In 
this sense the theme of risk self-management is a better exemplar of the proposition that risk 
affects all sections of society equally. There are, however, some qualifications. Although 
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there are no particularly strong effects among the individual variables in the model, wealthy 
people are again seen to be less risk-focused (beta = -.10, p < .01). The results for occupation 
are much weaker (although the clerical, sales and service grouping is less risk-focused than 
manual workers). Interestingly, there is no relationship for education at all. There is thus no 
indication here that a decline in the importance of social status is coinciding with its 
replacement by knowledge as a key interpretive framework for public perceptions of risk. 
The greater risk orientation of those from a non-Anglo ethnic background is manifested 
again, albeit at a weaker level than for contemporary health risk perceptions.  
Two variables emerge as having an impact on health care self-management that did 
not feature for contemporary health risks, namely age and gender. Though the effect is a 
modest one, the tendency to focus on self-management of health risk appears to increase with 
age, which seems far from illogical and is consistent with other related research results 
(Pietsch and McAllister 2010). The results also show that men are significantly less likely to 
be concerned about health care self-management than women, a finding which corresponds 
with broader evidence that women tend to place more emphasis on health care as a problem 
in general (Denemark, Wilson and Meagher 2007) and to be more concerned about risk in 
other domains, such as finance (Pixley 2007). 
 
Differentiating between those at Greater and Lesser Risk 
One way of exploring the implications of Beck’s conception of risk society further is to 
conduct a quasi-experiment in which our sample is divided between those who objectively 
are more at risk and those who are less at risk. This can be done, at least tentatively, through 
separating out those who do and do not have private health insurance. If we think back to 
Australia in the 1960s for a moment, we recall a world in which the welfare state was in full 
bloom and the health care needs of all social strata were met, more or less adequately, by the 
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public health system. The globalised, pervasive nature of health risks that apparently 
characterise today’s society did not loom large. However, the Beckian argument would 
suggest that the stratified nature of post-war society meant that those with greater wealth and 
of higher social status would have been more comfortable in the notion that their health needs 
would be met than those lower on the social ladder. Today, by contrast, health risk is 
widespread across society and affects all social strata more or less equally. This condition, we 
might assume, would be particularly the case for those without health insurance. We can thus 
use private health insurance as a proxy for a less risk-dominated society. For the findings to 
be consistent with Beck’s argument, they should show stronger social differentiation among 
those with private health insurance than among those without.  
Based on a question in the AES which asks about receipt of the private health 
insurance rebate in the past five years, we find that some 42 per cent of the sample holds 
private health insurance (or, more accurately, has had it at some point over the last five 
years). Preliminary observations suggest that health insurance does make a difference to risk 
perceptions. For example, only 31 per cent of those holding private health insurance express 
concern about contemporary health risks compared to 41 per cent of those without insurance. 
Though smaller, an equivalent gap is also apparent for health care self-management: 47 per 
cent of those with health insurance give a risk-focused response compared to 52 per cent of 
those without.  
Tables 3 and 4 repeat the social structural analysis from Table 2, with the sample 
divided into those with and without private health insurance. In key respects the results in 
Table 3, based on analysis of the contemporary health risks variable, support Beck’s 
argument. For a start, the model explains more of the overall variation in perceptions of 
contemporary health risks for those who hold private health insurance than for those who do 
not (14 per cent compared to 11 per cent). For the subsample with health insurance, the class 
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and status variables are highly salient, with occupation especially to the fore. Those in 
professional occupations are much less likely to be risk-focused than those in labouring, 
technical and trades occupations. The impact of income also retains its strength among this 
group. Education, however, has no significant influence within this group simulating ‘pre-
risk’ society. Ethnicity (being an immigrant from a non-English-speaking background) also 
features prominently and the effect of religion remains significant, via the comparison of 
those without a religious denomination and Protestants.  
Table 3 about here  
When we turn to the group not holding health insurance, the effect for religious 
denomination remains similar while the ethnicity effect also remains present, albeit at a more 
modest level of association. An inspection of the class and knowledge results, however, 
reveals some intriguing shifts. Consistent with Beck’s theorisation, education becomes a 
significant predictor of risk perceptions among this subsample which we are deeming to 
represent unqualified risk society. At the same time the importance of occupational class 
diminishes markedly, in particular the strong distinction between the professional and manual 
classes (although we should also note that income retains its effect, with only a hint of a 
reduction in its magnitude).  
As we should expect from the much less clearly differentiated pattern of results for 
the whole sample, no such clear shift occurs when the dependent variable becomes health 
care self-management. The R-squared values are almost identical. Income narrowly misses 
recording a significant effect among the subsample with private health insurance but does 
record a modest effect for those without it. Occupation, in the form of a distinction between 
the clerical and manual groups, is not significant for the privately insured but is for the non-
insured. Ethnicity is significant for those with insurance but not for those without. Most 
variables have no significant effect within either subsample. The only variable significant 
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within both groups is gender. Whether they hold health insurance or not, women are more 
inclined to focus on health care self-management than men, a finding which serves to 
reinforce the notion of gender being important in the shaping of risk perceptions. 
Table 4 about here 
 
Conclusion 
Our study analysed the risk society thesis in relation to the domain of health, engaging in an 
empirical study to interrogate a range of theoretical interventions which do not yet, we 
suggest, have strong enough empirical evidence. The empirical evidence we present provides 
some support and some challenges to Beck’s conception of the nature of risk in contemporary 
society. First, there is some support for the idea that the general public is aware of, and even 
overwhelmed by, their responsibilities in relation to risk management. The connection 
between increasing risk and increasing globalisation, a key feature of Beck’s and Giddens’s 
work, is also one that is clearly seen by the public. Increasing anxiety about risk – something 
Douglas and Wildavsky noticed many years ago – was also revealed in our responses.  
However, the theorisation that trust in experts is diminishing is not borne out in our data. This 
latter variable, we suggest, may connect to trust more strongly than to risk, and we suggest 
that it may be useful in future work to distinguish trust and risk more strongly. Our sense is 
that trust is one of the ways in which the circuit of anxiety about risk can be broken: 
eventually we all have to trust experts at some level, but we may have different strategies or 
investments which determine when trust is manifested. It would be interesting further to 
study how and why some health experts have virtually unchallenged levels of authority, while 
others struggle to convince the general public of their case, when often the science in either 
case is equally well established. 
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 Second, both Beck and Giddens (the former much more strongly) argue that the 
salience of class and status must necessarily decline as knowledge becomes a key factor in 
attitudes towards risk. However, our data suggest that concern about risk – what we term 
‘risk orientation’ – correlates with a number of more traditional class/status indicators: as 
income rises, risk orientation declines, while higher status occupations report less of a 
concern with risk than lower status occupations. We do find support for the Beckian position 
that knowledge – measured by us through the proxy of education – attenuates concern about 
risk. Overall, we argue here for a more textured interpretation: Beck seems to be right that 
knowledge is a key factor in risk positions, but it may be going too far to infer that 
knowledge has simply replaced class and status as the basis for understanding risk 
perceptions. On the other hand, our ‘experiment’ attempting to simulate the changes that have 
occurred with the advent of risk society provides some support for the notion that the impact 
of class may have diminished and the impact of knowledge may have risen. 
Third, we find that analysis of risk orientation in relation to other status groups shows 
that the religious are more concerned about risk, as are ethnic minorities. Again, we can see 
here some evidence that risk does not sweep across all sectors of society democratically and 
equally, but that perceptions of vulnerability to risk are differentiated. 
Fourth, in relation to the theme of the increasing self-management of risk – the idea of 
responsibilisation – there is less evidence that social structural variables have an impact. We 
can interpret this to mean that the contemporary mantra of self-sufficiency and responsibility 
in life planning has had an impact across all levels of society. Once again, this effect is 
weaker for the wealthy, and we may speculate that their wealth protects them from needing 
such a deep interrogation of their health needs. It would be interesting to see if this relative 
protection from the demands of self-management afforded by wealth extends to other 
domains. 
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Fifth, again in relation to self-management of risk, our data reveal that age and gender 
have a significant impact. Women and older people are more concerned with the self-
management of risk. Here again we see some interesting textures and nuances – while we are 
seeing some empirical support for the theoretical positions under consideration, more 
traditional social structural factors are clearly crucial in the ways in which risk and 
responsibilisation roll out across society. 
Finally, we use private health insurance as a proxy for a less risk-oriented society, and 
find some qualified support for Beck’s thesis that education has increased in salience. In our 
subsample with health insurance (simulating pre-risk society), education has no significant 
influence, whereas in our subsample without health insurance (simulating risk society), 
education becomes a significant predictor of risk orientation at the same time as class and 
status diminish in importance. In terms of self-management or responsibilisation, we find that 
most variables have no significant effect within the two subsamples. Gender is the key 
exception: we argue here that women are more focused on health care self-management, a 
finding which is interesting in terms of the responsibilisation literature. There is at the 
moment little literature on this issue, but it may be that studies of the relation between gender 
and the effects of political attempts to valorise the active citizen will prove valuable. 
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Table 1: Health risk perceptions in Australia, 2007 (percentages) 
 
 Strongly 
agree 
Agree Neither 
agree nor 
disagree 
Disagree Strongly 
disagree 
 
I feel overwhelmed by the precautions 
I need to take in order to deal with the 
health risks that are around today 
 
10 
 
26 
 
38 
 
21 
 
5 
We can trust medical specialists to 
make the right decisions about health 
care on our behalf 
5 41 30 20 3 
Globalisation has increased the 
number of different health risks that 
we face nowadays 
15 52 27 6 1 
These days it is necessary for ordinary 
people to keep up with scientific 
advances in medicine in order to 
manage their own health care 
9 41 35 14 1 
People are more anxious about health 
risks now than they used to be 
16 58 19 6 * 
I would always try to find out as much 
as possible before undergoing any 
medical procedures 
36 50 12 2 * 
 
* Less than 0.5 per cent. 
 
Source: Australian Election Study, 2007 (n=1873). 
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Table 2: Multiple regression analysis of social structural effects on health risk perceptions 
 
      Contemporary  Health care 
      health risks  self-management 
 
 b beta  b beta 
 
Income ($10,000s) 
 
-.008 
 
-.163*** 
  
-.004 
 
-.096** 
Occupation  
(reference: unskilled, semi-skilled, 
technical and trades) 
Manager 
Professional 
Clerical, sales and service 
 
Education (university degree) 
 
Trade union member 
 
 
 
 
-.043 
-.092 
-.057 
 
-.058 
 
-.007 
 
 
 
-.062* 
-.155*** 
-.103** 
 
-.098** 
 
-.013 
  
 
 
-.007 
-.023 
-.036 
 
-.008 
 
.021 
 
 
 
-.012 
-.044 
-.077* 
 
-.016 
 
.042 
Rural resident -.008 -.013  -.018 -.035 
Religious denomination 
(reference: Protestant) 
Catholic 
Other religion 
No religion 
 
 
 
 .035 
-.010 
-.067 
 
 
 .061* 
-.012 
-.111*** 
  
 
.015 
.014 
-.018 
 
 
.031 
.021 
-.034 
 
Church attendance -.026 -.037  .008 .013 
Ethnicity 
(reference: Australian born) 
English-speaking background 
Non-English-speaking background 
 
 
 
-.005 
 .082 
 
 
-.007 
.111*** 
  
 
-.026 
.037 
 
 
-.038 
.058* 
Age (years) -.000 -.007  .001 .056* 
Gender (male) -.019 -.037  -.041 -.093** 
Constant .685***   .626***  
R-squared  .127   .043 
 
* p < .05; ** p < .01; *** p < .001. 
 
Source: Australian Election Study, 2007 (n=1873). 
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Table 3: Multiple regression analysis of social structural effects on contemporary health risk 
perceptions among those with and without private health insurance 
 
       Contemporary Health Risks 
      With private health Without private health 
      insurance  insurance 
 
 b beta  b beta 
 
Income ($10,000s) 
 
-.008 
 
-.162*** 
  
-.008 
 
-.133*** 
Occupation  
(reference: unskilled, semi-skilled, 
technical and trades) 
Manager 
Professional 
Clerical, sales and service 
 
Education (university degree) 
 
Trade union member 
 
 
 
 
-.069 
-.121 
-.064 
 
-.032 
 
-.006 
 
 
 
-.108* 
-.218*** 
-.118* 
 
-.058 
 
-.011 
  
 
 
-.017 
-.067 
-.049 
 
-.082 
 
-.004 
 
 
 
-.023 
-.106* 
-.089* 
 
-.133** 
 
-.006 
Rural resident -.008 -.012  -.012 -.021 
Religious denomination 
(reference: Protestant) 
Catholic 
Other religion 
No religion 
 
 
 
 .022 
-.007 
-.071 
 
 
 .039 
-.008 
-.117** 
  
 
.043 
-.014 
-.068 
 
 
.074 
-.018 
-.113** 
 
Church attendance -.038 -.052  -.015 -.021 
Ethnicity 
(reference: Australian born) 
English-speaking background 
Non-English-speaking background 
 
 
 
-.014 
 .120 
 
 
-.019 
.152*** 
  
 
.002 
.059 
 
 
.003 
.084* 
Age (years) -.000 -.040  .000 .017 
Gender (male) -.003 -.006  -.030 -.058 
Constant .702***   .668***  
R-squared  .137   .109 
 
* p < .05; ** p < .01; *** p < .001. 
 
Source: Australian Election Study, 2007 (n=1873). 
  
24 
 
Table 4: Multiple regression analysis of social structural effects on health care self-management 
perceptions among those with and without private health insurance 
 
       Health Care Self-Management 
      With private health Without private health 
      insurance  insurance 
 
 b beta  b beta 
 
Income ($10,000s) 
 
-.004 
 
-.081 
  
-.005 
 
-.099* 
Occupation  
(reference: unskilled, semi-skilled, 
technical and trades) 
Manager 
Professional 
Clerical, sales and service 
 
Education (university degree) 
 
Trade union member 
 
 
 
 
.012 
-.014 
-.012 
 
.005 
 
.029 
 
 
 
.022 
-.029 
-.025 
 
.010 
 
.058 
  
 
 
-.016 
-.020 
-.049 
 
-.019 
 
.017 
 
 
 
-.026 
-.036 
-.104* 
 
-.036 
 
.033 
Rural resident -.020 -.035  -.020 -.038 
Religious denomination 
(reference: Protestant) 
Catholic 
Other religion 
No religion 
 
 
 
.009 
.014 
-.017 
 
 
.019 
.020 
-.033 
 
  
 
.018 
.013 
-.019 
 
 
.036 
.020 
-.038 
 
Church attendance .011 .018  .005 .009 
Ethnicity 
(reference: Australian born) 
English-speaking background 
Non-English-speaking background 
 
 
 
-.043 
.062 
 
 
-.066 
.089* 
  
 
-.011 
.024 
 
 
-.016 
.040 
Age (years) .001 .064  .001 .048 
Gender (male) -.037 -.082*  -.045 -.102** 
Constant .582***   .652***  
R-squared  .047   .045 
 
* p < .05; ** p < .01; *** p < .001. 
 
Source: Australian Election Study, 2007 (n=1873). 
 
 
